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Abstract  
Previous studies in the field of mental health and psychiatry have established an 
increasing prevalence of depression and anxiety and their high potential for disease-related 
morbidity.  As Hispanic American women appear to be more susceptible to these conditions, 
steps must be taken to learn more about their experience with mental illness and mental health 
care.  Because many women who need specialized services do not seek treatment for these 
mental health conditions, we wanted to learn more about barriers faced and overcome among 
women receiving specialty mental health services.  To address this question, we plan to conduct 
Spanish language focus groups with women who sought specialty mental health services because 
of depression or anxiety disorders.   
The women will be recruited from specialty mental health clinics in the Chapel 
Hill/Durham area.  The recorded transcripts of the focus groups will be analyzed by two 
independent reviewers to identify recurring themes or ideas provided by these women.  This 
study design is unique as data will be collected from an intimate conversation rather than from a 
written questionnaire, and focus groups will be conducted in the women’s native language.  We 
hope that this will lead to greater insight into this issue and subsequently to more access, 
improved care, and increased treatment of mental illness in this population.  
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Systematic Review  
Introduction 
Psychiatric disorders are very common among American adults.  The prevalence rates of 
a lifetime or past 12 month occurrence of a psychiatric disorder has likely increased over the 
years as recognition, diagnosis and acceptance of mental illnesses has increased.  It is estimated 
from the National Comorbidity Survey that 50% of the noninstitutionalized civilian population in 
the United States has had at least one lifetime mental health disorder.  Furthermore, 30% report a 
disorder in the past 12-month period.   Of this large group of mental health disorders, two of the 
most well-known and common are depression and anxiety disorders.1,13 
Not only has recognition and prevalence of depression and anxiety increased, but the 
Global Burden of Disease study concluded that unipolar depression was fourth on the list of 
disease-related causes of disability worldwide.14  It is projected to become the second leading 
disease-related cause of disability by 2020, second only to heart disease.14  Given this 
information, assessing the effectiveness of treatments for depressive disorders has important 
public health implications.   
The number of people who receive treatment for depression and anxiety is also 
increasing, largely due to increased availability of antidepressant medications such as selective 
serotonin reuptake inhibitors (SSRIs).15  While there has been an increase in depression 
treatment, the proportion of individuals treated with psychotherapy, a formerly popular first line 
therapy for depression and anxiety has declined over time.16  In studying responses to 
interventions and the level of success attained in controlling symptoms, there are many variables 
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involved in the choice of treatment, population, and setting.  As such, little is known about how 
particular interventions work in different populations.   
The burden of suffering in the United States from mental illnesses is great but there exist 
racial and ethnic differences in its prevalence and manifestations.  It is known from previous 
studies that differences between sexes are also present, with men possibly experiencing more 
severe symptoms but failing to receive care due to their reticence about discussing their mental 
health.17  In terms of racial and ethnic differences, the increasing population of Hispanic 
Americans in the United States coupled with a documented higher prevalence of depression and 
anxiety in Hispanic American women has resulted in a need for investigation of the interventions 
used to address these issues.1,8  A systematic review of the literature assessing interventions 
commonly used is lacking.  Therefore, the objective of this review is to provide an overview of 
the interventions currently used for Hispanic American women diagnosed with depression or 
anxiety.  Specifically, we sought to evaluate the published literature to gain a greater 
understanding of the effectiveness of interventions used to treat women in this unique 
population.  
 
Methods  
Identification and Selection of Studies  
 Searches were performed using both the PubMed and PsycInfo databases.  PubMed was 
searched on 3/9/2011 using MeSH searching with subheadings and keywords.  The MeSH terms 
used were “depressive disorders” and “anxiety disorders” with subheadings of “drug therapy” 
and “therapy.”  These were combined with the MeSH term “Hispanic Americans.”  Limits were 
placed on the search to restrict results to English language papers and studies with a patient 
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population of females only.  An additional limit was placed to restrict results only to adult 
participants greater than 18 years of age.  We included articles that were published in a peer 
reviewed publication of studies that targeted Hispanic American women and addressed 
interventions for depression or anxiety.  We included trials on behavioral or pharmacologic 
antidepressive or antianxiety treatment in Hispanic American female patients.  We did not use 
sample size as an exclusion criteria as many published trials studying behavioral therapies or that 
used focus groups had sample sizes smaller than twenty.  We excluded articles that focused on 
co-morbidities, medication adherence, or focused on genetic variations as a predictor of 
treatment response.  
 The PsychInfo database was searched on 3/9/2011 to find relevant psychology and 
psychiatry articles from other peer reviewed journals that may not have been included in the 
PubMed database.  The thesaurus tool was used to find catalogued search terms pertaining to the 
research question.  A search was performed using the exploded thesaurus terms “major 
depression”, “anxiety disorders”, “treatment”, and “Latinos/Latinas.”  The advanced search 
option was used to limit results to English language studies, a patient population of females only, 
and an age group restriction of adulthood only.   The inclusion and exclusion criteria were the 
same as described above from the PubMed database search.   
Data Extraction and Quality Assessment  
Information about study population, type of intervention, outcome measures, and study 
design were abstracted by one reviewer (SN) from the selected studies.  We also performed an 
analysis of the methodological quality of the studies using a critical appraisal tool checklist 
designed to assess the body of evidence based on study designs, precision of estimates, and 
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limitations of the research (Figure 1).  An aggregate quality score (good, fair, poor) was given to 
each study.  Each article was assigned a score (by one reviewer, SN) corresponding to the 
potential for selection bias, measurement bias and confounding.  Scores could range between one 
and three, three indicating the highest level of potential for bias.  If the total score from the biases 
was 3, an overall quality score of good was given.  If the total score was between 3-6, the study 
received an overall quality score of fair.  If the total score was greater than 6, it received a quality 
score of poor.  Internal and external validity were assessed separately. 
 
Results 
The primary search in the PubMed database produced 77 results.  From these results, 
titles were reviewed for relevance and the results were narrowed to 40 articles.  An abstract 
review was performed on these remaining articles which resulted in five articles for full text 
review.  A flow diagram of study selection is shown in Figure 2.  
The PsychInfo database search produced 38 results.  From these results, titles were 
reviewed for relevance and the results were narrowed to 20 articles.  An abstract review was 
performed on these remaining articles which resulted in no new articles that fit inclusion criteria 
and had not already been identified from the PubMed database search.  
Details of results of individual studies are documented in Table 1 with an assessment of 
their quality in Table 2.  Strengths and limitations of each study were reviewed prior to making 
generalizations using their results.  One study is a case-control study 24; the remainder are 
randomized controlled trials.21,22,23,25 
An assessment of the quality of each study considered in this review is given in Table 2.  
After considering the potential bias of each study as well as their internal and external validity, 
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four out of five of the studies were given a quality rating of fair.  This was mainly due to 
recruitment strategies that limited the internal validity of the studies and potential for 
confounding of the results.  The STAR*D trial by Lesser, et al25
 
has a quality score of good.  
Although this study is a randomized controlled trial with relatively stringent inclusion criteria, it 
was a strong study because of the investigators controlled for potential sources of error and bias 
(baseline demographic differences in study arms, measurement bias, etc).   
The results of each paper are summarized in Table 1.  In Comas-Diaz21, there was a 
comparison of group cognitive and group behavioral therapy in depressed Puerto Rican women.  
This study found that over a period of five weeks there was a statistically significant reduction in 
depressive symptoms in both therapy groups compared to the controls but neither therapy was 
more effective than the other.  Miranda, et al22 investigated the use of supplemental case 
management in depressed Hispanic American women receiving individual cognitive behavioral 
therapy and concluded that it resulted in lower dropout from outpatient therapy and a greater 
improvement in symptoms in participants whose first language was Spanish.  Kanter, et al23 
explored yet another therapeutical intervention which was a “culturally adapted” form of 
behavioral activation therapy.  This therapy is culturally and linguistically adapted for Latinos 
but retains the components of traditional behavioral activational therapy that focus on dealing 
with environmental stressors.  They found a decrease in depressive symptoms compared to 
controls on two validated psychiatric scales in those who completed this therapy.  The fourth 
study by Marcos, et al24 used a retrospective case control approach to collect data on Spanish-
speaking patients’ experiences with a tricyclic anti-depressant (pharmacologic therapy).  Their 
results showed that the Hispanic patients not only received lower doses of the medication 
compared to non-Hispanic participants but reported more side effects and discontinued therapy 
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more often.  The STAR*D study by Lesser, et al25 compared SSRI treatment (citalopram) in 
English- and Spanish-speaking patients and found that Spanish-speaking participants had lower 
rates of and slower times to remission.  In general, the interventions used varied and there was no 
evidence that one type of therapy or intervention should be used more frequently than others.   
From the randomized controlled trials (RCTs), there seems to be a pattern that shows that 
the female Hispanic populations studied have more improvement of symptoms or a relatively 
low treatment dropout rate if they are treated with non-pharmacological therapy compared to 
treatment as usual, which is typically pharmacological therapy.  Also, as evidenced by the 
STAR*D trial by Lesser, et al.25 we find that when comparing English and native Spanish-
speakers, English speakers had a more robust response and higher rates of remission to 
pharmacologic intervention.  The studies in this review included studies that focused on smaller 
subpopulations, rather than studying “Hispanics” or “Latinos” as a whole.   
All of the RCTs used an outcome measure that measured changes pre- and post-treatment 
using a validated mental illness survey.  The case control study from this review (Marcos, et al)24 
was another study that looked at pharmacological therapy in this population.  Latinas in this 
study tended to need a lower dose of medication for relief of symptoms but also complained of 
side effects and subsequently discontinued therapy earlier than their Anglo counterparts.  The 
participants in this trial did not have any supplemental counseling or behavioral therapy that was 
reported so it is unknown how they would benefit, if at all, from a supplemental therapy.  While 
the Lesser and Marcos studies did come to some conclusions about the implications of 
pharmacological therapy in Latinas, they did not perform a head-to-head comparison to non-
pharmacological therapy options.   
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Discussion 
In general, we found that among Hispanic women with depression or anxiety, culturally-
sensitive therapy tends to be a commonly used and effective approach for therapy.  As none of 
the studies performed a head-to-head comparison of pharmacological vs nonpharmacological 
therapy, we are unable to draw conclusions comparing their effectiveness.   
Unique to this systematic review is that we chose to include papers that targeted 
subgroups of Hispanics, as one major limitation of previous studies is that Hispanic populations 
are not stratified into their very different cultural countries of origin.  Most of the studies chosen 
tended to use pre- and post-treatment scores on a depression scale as their primary outcome.  The 
scales used were typically the well-known Hamilton Depression Scale as at least one measure, 
but other validated measures such as the Beck Depression Inventory or study specific measures 
were also used.   
 By examining the results of the studies, we can draw a few main conclusions that could 
be used to drive future interventions.  The population seems to have the most consistent and 
sustainable results with a behavioral approach as all three therapy studies included some type of 
behavioral approach.  (Group behavioral therapy was better than group cognitive therapy, 
behavioral activation was effective, and individual cognitive behavioral therapy was effective).  
When a behavioral approach to therapy is paired with case management outcomes are improved, 
especially in Spanish-speaking patients.  It appears that these standardized forms of therapy may 
be overemphasized in these investigations because it is manualized and standardized and thus, 
easier to study than other types of therapy.  Also, it is unknown whether other types of individual 
and group therapy, which are not manualized and standardized, may be more efficicacious in this 
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group of patients as it may be more in line with the Hispanic culture.
18
  Clearly, more research 
needs to be undertaken on the topic.  
While these studies all have conclusions that can likely be incorporated into practice, the 
studies used distinct therapies and medical interventions which makes them difficult to compare.  
We can conclude that behavioral intervention was an effective way to treat these conditions and 
that participants (especially those who were Spanish-speaking) did better when support such as 
case management was avaible.  This may be because it alleviates some of the barriers to 
treatment such as stigma, transportation, or navigating a complex medical system.   
The overall quality of the studies included in this review was fair.  After narrowing down 
studies to ones that were appropriate and fit the exclusion and inclusion criteria we were left with 
five studies.  Also, many studies had methodological weaknesses that resulted in aggregate 
quality scores of fair or poor. It is important to note that the case control study included in this 
review limits our ability to make generalizations about treatment options because this study 
design is not as strong for investigating therapeutic trials as RCTs are.   
As with any systematic review of literature, there were several limitations that must be 
considered.  To begin, there was only one reviewer who selected the articles and assessed them 
for inclusion and quality.  Addition of another reviewer may have resulted in different articles 
being selected or being graded differently.  Also, relevant articles may have been missed by the 
limits that were placed on the search.  In particular, we only included English language studies 
and could have excluded important studies on this topic as the population of interest may not be 
primary English speakers.  
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In conclusion, it appears that the most important message is that outcomes are improved 
if consistent and culturally sensitive care is provided to this undertreated population, particularly 
therapy from a behavioral approach.  Extra support and guidance for Spanish-speaking patients 
in the form of case management also led to improved outcomes in those receiving cognitive 
behavioral therapy.  It is likely, but so far unknown, if this result would generalize to other types 
of therapy or pharmacologic intervention.  Unfortunately, as addressed in many articles 
regarding this topic, it is unknown whether the treatment response in this population is truly a 
result of treatment efficacy or is actually a result of other factors such as this population’s 
propensity to receive substandard care or face barriers to accessing care.  Considering this, it 
may be hard to generalize these results to all Latina populations.  In order to continue improving 
the care offered to these patients and their subsequent outcomes, further research is needed. 
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Factors Influencing the Decision to Seek Mental Health Specialty Services for Depression 
and Anxiety in Hispanic American Women 
 
Introduction 
 The immigrant population in the United States has rapidly grown and is projected to 
continue to grow in the years to come.1 By the year 2050, one out of every five Americans will 
be Hispanic.2 As this large population tends to be medically undertreated and underutilize 
services, we must learn about barriers to care and how they can be overcome.8   
 Hispanic American women, both immigrant and non-immigrant, experience higher than 
average rates of psychiatric disorders with prevalence estimates hovering around 30%.3,4 These 
conditions, particularly depression and anxiety disorders, are widely undertreated in this 
population.3  Potential reasons for undertreatment of Hispanic women include a lack of 
successful acculturation, lower economic status compared to non-Hispanic women and 
acculturative stress.3-7
 
Seeking care for mental health problems is stigmatized across cultures, 
with those who come from a collectivist Latin culture potentially being seen as “loco” for 
seeking individual psychiatric services.8 Many would prefer to obtain services from family or a 
local traditional or spiritual healer.  The psychiatric-mindedness and utilization of psychiatric 
services in areas of Latin America, where many immigrants are from, is low. Additionally, 
substantial research supports the idea that underutilization of mental health services exists among 
Latino immigrants.5,9,10Estimates of the epidemiology of mental health disorders show that the 
one-year and lifetime prevalence rates of affective disorders among 45- to 65- year old Hispanic 
women were higher than for black or white women.4
 
 Hispanic women were also less likely to 
report symptoms.4  Often, these prevalence estimates are based on techniques that fail to stratify 
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Latino populations into heterogeneous subgroups; this leads to inaccurate generalizations about 
their aggregate risk of mental illness.3  
Generally, predictors of mental health care-seeking have been reported to be female sex, 
higher educational attainment, unemployment, perceived need and comorbidity.5,7,11 In addition, 
lack of language proficiency has been a noted barrier to seeking mental health care.  Previous 
studies, however, have excluded non-English speaking Latinos or have focused on psychiatric 
disorders other than depression and anxiety. Similarly, current studies tend to focus on 
prevalence of mental illness or seek information regarding barriers using a written questionnaire, 
often excluding non-native English speakers.  Interestingly, reports show that the Hispanic 
population in the United States tends to have a higher use of general medical services while 
underusing mental health services.5,12 While some mental health conditions can be easily treated 
by primary care providers, some more complex conditions need the care of a specialized mental 
health provider.  It appears that people who do need these specialized services are not getting 
them due to a variety of factors.   
In order to close the gap between the need for and delivery of mental health services to 
Hispanic American women, a clearer understanding of perceived and/or experienced barriers to 
care is needed.  It would be most useful to learn how women are able to overcome these barriers.  
Some identified barriers include limited availability of time to seek services, inability to afford 
services, lack of insurance, difficulties with transportation, and pervasive cultural beliefs about 
mental illness.1,2,7 It is likely there are unidentified barriers faced by these women that have yet to 
be documented, especially in the frequently excluded subgroup that is primarily Spanish-
speaking or with low English proficiency.       
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The goal of this study is to better understand the problem of high prevalence and low 
treatment for mental illness among Hispanic women by conducting Spanish language focus 
groups with women seeking care for depression or anxiety from mental health specialists. By 
gathering information firsthand in an intimate setting from women in their native language we 
hope to generate better hypotheses regarding the underutilization of mental health services in this 
population, specifically for anxiety and depression. We also hope to better understand the 
influences behind their decision and ability to seek these services. Conclusions from these focus 
group interviews will allow for the creation of a questionnaire that will help us to understand 
how to increase the delivery of high quality mental health services for depression and anxiety to 
this subpopulation. 
Methods  
Approach 
 This study will use a grounded theory (sociology) approach.  Understanding the 
perceived and experienced barriers to mental health treatment for depression and anxiety in 
Hispanic American women is best achieved using a prospective qualitative approach, as it allows 
for a deeper understanding of the interactions and processes at work in these women’s lives.   
Setting and Recruitment 
This study will involve 30 Hispanic American women who have sought care for 
depression or anxiety at a mental health specialty clinic in the Chapel Hill/Carrboro area or in 
Durham, North Carolina.  All participants will be ages 18 years and older. Most of the 
participants will be receiving mental health services at El Futuro, a Durham, NC based and well-
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known community mental health agency. They receive these services, including counseling and 
medications, as outpatients.  Because women will be recruited from the community-at-large, it is 
possible that they are seen by other mental health outpatient clinics in the area.  
 After recruitment and screening for eligibility using a telephone-conducted eligibility 
questionnaire (Appendix A), a focus group format will be used to elicit responses from 
volunteer participants. The focus group format is the most appropriate as it allows for a 
systematic and verifiable approach to obtained data through disciplined inquiry. The focus 
groups will be held on three separate occasions at an El Futuro clinic (or local community center, 
church, or school).  They will be led by the principal investigator (SN), a bilingual medical and 
public health student trained in focus group facilitation through the UNC Gillings School of 
Global Public Health. The scribe/co-facilitator during all focus groups will be a native Spanish-
speaking female.  Using a native Spanish speaker and someone who is the same sex as the 
women is expected to increase comfort and openness during the discussions. The focus groups 
are scheduled to last approximately two hours, with no more than 90 minutes for the recorded 
session, and 30 minutes for dinner and registration beforehand.  Participants will provide verbal 
consent after listening to a consent script that explains the details and risks of the study. 
Participants will be asked to fill out a brief demographic questionnaire with no identifying 
information before participating in the recorded focus group.  
 The focus group questions (Appendix A) are open-ended and aim to explore the participants’ 
motivation for seeking care for their mental illnesses and what obstacles (if any) they had to 
overcome to receive this care.  Additionally, they investigate elements of care received that 
participants are satisfied with or that they believe are lacking.  There are also contingency 
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questions listed in the focus group guide that will be asked if participants do not answer some of 
the questions or the planned questions do not evoke thoughtful discussion.19 
 Participants will receive a $25 gift card to compensate them for their time and to cover 
transportation costs. These gift cards will be provided at the time of the study, after participation 
in a one-time focus group is complete. To facilitate women’s participation in the study, dinner 
and childcare will also be provided to participants. 
The research team members’ role in this study involves focus group planning, moderation 
and data analysis of the information collected from the focus groups recordings.   This study is 
approved by the UNC Institutional Review Board Study #11-0458. 
Sampling Method 
 Subjects will be voluntarily recruited using posted flyers as well as physician recruitment.  
The recruitment flyers state that the study involves a focus group seeking Spanish-speaking 
Hispanic women who have sought treatment for depression or anxiety at a mental health clinic.  
These flyers will be posted in the El Futuro clinics, UNC Hospitals Psychiatry Outpatient Clinic, 
local “tiendas” and the Lincoln Community Health Center in Durham.  Additionally, physicians 
involved in the study (RB, LS) will directly recruit by offering brochures to Hispanic women 
seen in clinic as patients who meet inclusion criteria.  These brochures will also be placed in the 
waiting rooms of both the Durham and Carrboro El Futuro clinics as well as at local 
establishments that provide services to Latinos in the area (El Centro Hispano, Piedmont Health 
Center, etc).  To avoid compromising comfort with or quality of care, it will be emphasized that 
participation in the study is voluntary and choosing not to participate will not affect treatment.  
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The potential participants will be given the name and email of the principal investigator to 
contact if they are interested.  
Collecting and Analyzing Information  
Quantitative demographic data collected from the intake questionnaire will be organized 
and analyzed using STATA 10.1 software.  These demographic data will be presented in Table 3. 
Data will be collected from the co-facilitator’s field notes and the recorded audio (and 
subsequent transcript) of focus groups, which establishes the dependability and reliability of this 
data.  Qualitative data analysis will be conducted by the author and two independent reviewers 
using the Classic Approach to look for recurrent themes in the recorded and collected data.20 The 
Classic Approach is appropriate for novice level researchers conducting smaller scale focus 
group studies.  Data collection will begin by collecting the recorded and guided Spanish 
language focus groups that used pre-determined open-ended questions.  The PI (or a hired 
bilingual transcription service) will listen to the original recorded sessions, and first transcribe 
the recordings into Spanish, and then back translate into English. The back translation will be 
verified by two native Spanish speakers to ensure accuracy of the translation.  The PI will then 
analyze the transcript to identify recurring themes and common threads in the group discussion. 
These themes will then be analyzed to determine the perceived notions about mental illness and 
factors influencing the decision to seek treatment at a mental health clinic.  Interobserver 
dependability will be addressed by conducting debriefing sessions between the moderator and 
co-facilitator after each focus group.  This debriefing session will be audio recorded and included 
in data analysis.  After completing analysis, the research team members will meet to discuss the 
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results and address any discrepancies which will be resolved by consensus reached by the data 
analysts.  These data and themes will be reported in Table 4.  
Confidentiality will be maintained as the identifying information collected is very limited and 
collected solely by using an intake questionnaire that does not ask for participants’ names.  The 
information recorded on the focus group transcript will not be linked to any identifying 
information.  Additionally, consent is given verbally, so no private information will be linked to 
the information in the tapes.  The tapes will only be kept until the data is transcribed, after which 
they will be destroyed.  
Results 
Anticipated Results 
 I have yet to conduct these focus groups, but plan to do so using the methods and analysis 
strategy outlined in this paper.  We can hypothesize about our expected results based on the 
information that is already available in this field.  Although consensus is lacking regarding the 
prevalence of mood disorders in Hispanic American women, we do know that not as many are 
receiving sufficient care as currently need it.  Several ideas exist about why Hispanic American 
women do not seek or receive adequate mental health care including stigma, lack of access to 
childcare, transportation, and financial barriers.5,6  It is likely that the results from the analysis of 
these focus groups will support previous hypotheses.  Analyzing the demographics of 
participants will likely show that women who have sought treatment are not only 
demographically diverse but have several different countries of origin.  It is unknown how much 
subgroups differ in their decision to receive treatment or its efficacy, but stratifying may allow 
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for more appropriate analysis.  For example, since this study noted as country of origin and 
number of years since immigration to the United States it may elucidate an association between 
these two factors and their relation to mental health treatment.   
 Moreover, the results from this study are expected to identify themes in women’s 
thoughts about mental health but they will be unique in that they will consider what made or 
allowed these women to finally receive care.  The results may reveal a pattern that the women 
who ended up getting treatment at a mental health specialist had more severe physical symptoms.  
They also may show that the differences in this subgroup of women who sought care can be 
attributed to infrastructural causes such as a well-established relationship with a general provider 
who referred them, or purely due to the fact that they had a friend or family member who 
received care from a specialist.  Delving into the thoughts and preconceived notions these 
women had about mental health treatment will be invaluable.  
Potential Challenges 
 
 There are several limitations to this research design, the most important being 
recruitment of eligible women for the study.  For this study we are using a very specific 
population: Spanish-speaking immigrant women in the area who have already sought care for 
depression and/or anxiety.  This targeted recruitment could cause enrollment in the focus groups 
to move slower than initially anticipated.   
 Most of the same barriers to accessing treatment would likely be barriers to 
participation in this study.  Thus, a potential limitation of this study is people may be unwilling 
to participate in a study regarding mental health due to thoughts about its stigma and feelings of 
embarrassment.   The method by which we publicize this study is of grave importance as the 
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framing of the participants’ qualifications for participation and their subsequent role could 
drastically affect how willing women are to participate.  We will also have to work to ensure that 
their mental health conditions are not portrayed negatively at all during their involvement in the 
study.   
 As mentioned earlier, a lack of resources is a known reason for the undertreatment of 
depression and anxiety in this population.  With that in mind, we must consider ways to improve 
attendance at focus groups with women as well as hold them at a venue where parking and 
transportation are convenient.     
 Finally, another potential difficulty of this study arises in the fact that the focus groups 
will be conducted in Spanish and the tools used to conduct the focus groups are also in Spanish.  
Successfully conducting this study requires a research team that is fluent in Spanish as well as 
the cooperation of team members from different Spanish-speaking areas to make sure 
translations are appropriate and the nuances of women’s statements are not lost.   
 
Discussion 
 Once these previously described focus groups are conducted, we will be able to augment 
the available literature regarding the decision to seek mental health services in Hispanic 
American women.  Gathering this data will likely have limitations as this is a sensitive topic that 
is yet to be studied in this manner, but understanding the barriers to mental health services is of 
great public health importance.  At present, we lack quality health outcome data about the best 
way to maintain the quality of mental health of this unique population.   
22 
 
If the findings of this study reveal new information about how to improve acess and 
ascertainment of mental health services, it can be used to create programs or initiatives to help 
these women.  It is likely that it will require a combination of social support, economic support, 
and community-based programs and therapy that are culturally sensitive and take the unique 
needs of each individual into consideration.   I hope to submit the results of this study and its 
analysis in a future paper and submit the paper for publication in a peer-reviewed journal.  
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Figure 1. Appraisal Guide from UNC Gillings School of Global Public Health 
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Figure 2. Flow Diagram for Study Selection from PubMed Database 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Titles identified through 
database search 
N=77 
 
Abstract review to assess relevance 
N=40 
Full text articles reviewed 
N=5 
Excluded if title irrelevant or 
obviously did not meet 
eligibility criteria 
N=37 
Full text articles excluded 
N =35 
Wrong population (n=21) 
Wrong outcome (n=8) 
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Table 1. Extracted Data from Selected Studies  
Author Year Title Study Population  Study Design Intervention Outcome 
Measuremen
t 
Follow-Up 
Period 
Results 
Comas-Díaz, 
L.
21
  
1981 Effect of Cognitive and 
Behavioral Group 
Treatment on the 
Depressive 
Symptomatology of 
Puerto Rican Women 
26 low-income, 
unemployed Puerto 
Rican women with self-
reported depression.  
Mean age 38 yrs, 6 yrs 
education, Spanish 
speaking, avg 5 years of 
US residence Recruited 
from local community 
agencies.  Excluded if 
psychotic or substance 
abuse. 
Randomized 
Controlled Trial  
Group cognitive 
therapy or behavior 
therapy for five 1.5 
hour sessions over 4 
weeks. 8 to CT, 8 to 
BT, 10 to 
control/waiting list 
group (control for 
any therapeutical 
effects from medical 
assessement) 
Comparison of 
pre and post 
treatment scores 
on Beck 
Depression 
Inventory Scale 
translated into 
Spanish (self-
rated), Hamilton 
Rating Scale for 
clinical rating, 
and Depression 
Behavior Rating 
Scale 
(specifically 
created for 
study). 
5 weeks Significant 
reduction in 
depression in 
therapy groups, 
but no difference 
between therapy 
groups. CT and 
BT maintained 
results at follow-
up. 
Miranda, J., 
Azocar, F., 
Organista, 
K., et al 
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2003 Treatment of 
Depression Among 
Impoverished Primary 
Care Patients From 
Ethnic Minority Groups 
199 participants 
randomized to traditional 
CBT or CBT + 
supplemental case 
management. Recrutied 
from depression clinic of 
San Francisco General 
Hospital. Referred from 
local PCPs 
Randomized 
Controlled Trial 
Supplemental clinical 
case management 
added onto traditional 
cognitive behavioral 
therapy, designed to 
engage and maintain 
patients in outpatient 
mental health care 
SCID and BDI 
scales used to 
establish 
diagnosis and 
assess severity of 
symptoms. 
Repeat 
assessments 
performed at 
follow up 
comparing mean 
scores at baseline 
to 4 and 6 month 
score. 
 4 and 6 months Supplemental 
clinical case mgmt 
assoc with lower 
dropout, greater 
improvement in 
symptoms and 
functioning at 4 
months if first 
language was 
Spanish. 
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Kanter, J., 
Santiago-
Ribera A., 
Rusch, L., et 
al 
23
 
2010 Initial Outcomes of a 
Culturally Adapted 
Behavioral Activation 
for Latinas Diagnosed 
with Depression at a 
Community Clinic 
20 Latinas diagnosed 
with depression, 10 
randomized to BA and 
10 to treatment as usual.  
Recruited from mental 
health clinic of 
community health center, 
usually referred by PCPs 
in same center 
Randomized 
Controlled Trial 
Culturally adapted 
form of behavioral 
activation therapy 
Changes on Beck 
Depression 
Inventory II scale 
and Hamilton 
Rating Score for 
Depression pre 
and post 
treatment 
20 weeks Statistically 
significant 
decrease in scores 
of both depression 
scales for those 
who completed 
BA therapy 
Marcos, L., 
Cancro, R. 
24
 
1982 Pharmacotherapy of 
Hispanic Depressed 
Patients: Clinical 
Observations 
41 Hispanic and 21 
Anglo women with 
depression treated as 
outpatients at facilities 
affiliated with New York 
University receiving 
tricyclic antidepressants 
(TCAs) and free of 
significant physical 
illness 
Retrospective case 
control study 
Collected data 
regarding maximum 
daily dosage, 
type/occurrence of 
side effects, outcome 
of therapy and course 
of pharamacotherapy 
Clinical record 
review of 
depressed 
patients receiving 
TCAs.  Treatment 
outcome 
reviewed. 
n/a  Hispanics 
received on 
average half dose 
compared to 
Anglo but 
reported side 
effects and had to 
discontinue 
therpay more 
often, female 
Hispanic pts have 
lower tolerance to 
TCAs 
Lesser, I., 
Zisook, S., 
Flores, D., et 
al 
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2008 Depression Outcomes 
of Spanish- and 
English-Speaking 
Hispanic Outpatients in 
STAR*D 
Treatment seeking 
Hispanic (mostly 
Mexican or Central 
American) outpatients 
with nonpsychotic major 
depression treated with 
citalopram with English 
(N=121) or Spanish 
(N=74) language 
preference. Secondary 
analysis. 
Randomized 
Controlled Trial 
Citalopram for up to 
14 weeks with 
adjustment of dosage 
based on clinical 
assessment and side 
effects. 
Change in score 
of the 17-item 
Hamilton Rating 
Scale for 
Depression and 
30-item Inventory 
of Depressive 
Symptomatology 
with 1 year f/u 
14 weeks Spanish speakers 
with lower rates of 
and slower times 
to remission 
before adjustment 
for baseline 
differences , no 
difference in 
relapse between 
groups 
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Table 2. Assessment of Quality and Bias for Selected Studies 
Study Title Selection Bias Measurement Bias Confounding Internal validity External 
Validity 
Overall 
Judgment 
Comas-Díaz, L.  ++  
Women selected were 
unmarried, unemployed 
and living on gov’t 
financial aid and must 
have contact with local 
community agency 
 
+ 
Used combination of self-reported 
and clinically determined depression 
scales.  Experimenter bias evaluated 
by using randomly selected 
segments of Tx sessions 
++  
No comparison of population 
characteristics given. Other 
social characteristics likely 
contributed to depression and 
response. 
 
Fair due to all bias ratings 
 
Breakdown of 
characteristics of 
population unknown, 
short follow up 
makes generalization 
of results hard 
 
Fair 
Miranda, J., Azocar, F., 
Organista, K., et al  
++ 
Recruited from only 
community-based agency 
in area. Ltd recruitment 
strategy. Controls with 
50% attrition rate 
+ 
BAL therapists trained similarly but 
not given to all participants in same 
language. Surveys used translated 
and validated in Spanish 
++ 
Baseline population 
characteristics given but did 
not mention controlling for 
baseline differences  
 
Did not report outcomes 
in control group, low 
power study 
 
 
Small sample size of 
10 and pilot study 
decrease 
generalizability 
 
Fair  
Kanter, J., Santiago-Ribera A., 
Rusch, L., et al  
++ 
Hospital catchment area 
includes primarily 
indigent patients. 
Relatively high attrition 
rates in both groups. 
Participants could not be 
blinded to intervention 
++ 
Used validated scales to assess 
depression and associated 
symptoms. Not much information 
given regarding reliability of 
clinician measurement and short 
followup period (6 months) 
+ 
Baseline characteristics 
provided, controlled in 
analysis. High rates of co-
morbidity present which could 
contribute to response.   
 
Fair to poor due to all bias 
ratings 
 
Uncertain. Results 
may not be applicable 
to those with 
comorbid medical 
conditions.  
 
Fair 
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Marcos, L., Cancro, R.  ++ 
All came from municipal 
facilities of NYU, selected 
based on review of clinical 
records’ data re: 
symptoms 
+ 
Questionnaire used and analyzed to 
ensure provider practices (dosing, 
etc) did not affect differences found, 
no blood levels of tricyclics 
measured 
+++ 
No baseline population 
characteristics given. No 
measurement of compliance.  
Poss suffering from diff types 
of depression 
 
Fair due to all bias ratings 
 
Uncertain whether 
these results can be 
generalized to outside 
pop bc heterogeneity 
of sample and 
condition 
 
Fair  
Lesser, I., Zisook, S., Flores, 
D., et al  
+ 
Patients enrolled were 
treatment-seeking, can opt 
out of tx, randomized 
based on language 
preference only 
+ 
Decisions re: dosage changes based 
on clinical judgment, self-reported 
questionnaires have limited 
reliability 
+ 
Differences in baseline 
variables in groups were 
adjusted for, baseline 
characteristics detailed in 
Table 1. 
 
Good due to all bias 
ratings being low 
 
Generalizable to 
Hispanic outpatients, 
but used patients 
from 2/14 centers to 
decrease 
heterogeneity of 
sample 
 
Good  
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Table 3. Participant Demographics 
Participant 
Demographic 
Focus Group 1 
N=10 
Focus Group 2 
N=10 
Focus Group 3 
N=10 
Avg Age    
% Married    
Avg No. of Children    
Avg Years Living in U.S.    
Avg Household Income    
% With Access to Car    
Avg Years Education    
% Insured    
% Preferring Same Race 
Provider 
   
% Willing to Seek 
Ttreatment at English-
only Practice 
   
Avg rating (1-10) of 
Quality of Care 
Received So Far 
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Table 4. Results of Classic Approach Analysis  
Comment/Quote Frequency Specificity Emotion Extensiveness 
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Appendix A: Focus Group Materials (English & Spanish)  
Eligibility Questionnaire 
Screening/Eligibility Questionnaire (English) 
1. Do you or did you ever have depression or anxiety? 
2. Are you Spanish-speaking? 
3. Are you female and >18 years of age?  
4. Where do/did you seek care for your mental health? 
5. Are you willing to participate in a recorded discussion about your mental health?  
(If does not answer yes to questions 1-3, or has not sought care as determined by number 4) 
6. Unfortunately, you are not eligible for this study, do you know of anyone else that you think may 
be eligible?  
 
 
Screening/Eligibility Questionnaire (Spanish) 
1. En este momento tiene o ha tenida depresion o ansiedad en el pasado? 
2. Es hispano-hablante? 
3. Eres una mujer que tiene mas de 18 anos? 
4. Donde va o donde fue para el tratamiento de su salud mental?   
5. Participaras en una discusión grabada sobre su salud mental? 
(If does not answer yes to questions 1-3, or has not sought care as determined by number 4) 
6. Desafortunadamente, no es elegible para este estudio, ¿sabe usted de cualquier otra persona que 
puede ser elegible? 
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Intake Questionnaire 
Intake Questionnaire 
Year of Birth: 
Married? (y/n) 
 Live in partner? (y/n): 
Number of children (and ages): 
What country were you born in?:  
How long have you lived in the United States?: 
 Are you currently employed? (hrs/wk):  
What is your approximate household income?: 
Do you have a car or have access to a car?:  
What is the highest level of education you have received?: 
Are you currently insured?: 
What mental health diagnoses are you being treated for?:  
Do you know how much longer you will be receiving therapy?: 
 If yes, how much longer?: 
Do you have physical symptoms associated with your mental illness/diagnoses?: 
Do you have any other medical problems?:  
Do you prefer working with a therapist who is the same race as you?: 
Would you seek treatment at an English monolingual mental health practice?:  
How do you rate (1-10, 1 being worse, 10 being best) the quality of care you have received for you mental 
health so far?: 
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Cuestionario de matriculación 
Año de nacimiento: 
¿Está casada? (sí/no):  
 ¿Tiene pareja que vive con Usted? (sí/no): 
Número de hijos (y cuantos años tienen): 
¿Cual es su país de nacimiento?:  
¿Por cuantos años ha vivido en los Estados Unidos?:  
¿Tiene trabajo ahora? (cuantás horas trabaja cada semana): 
¿Apróximadamente, cuantós son los ingresos de su casa?:  
¿Tiene un coche o acceso a un coche?:  
¿Por cuantós años asistió la escuela?: 
¿Tienes seguro médico ahora mismo?: 
¿Cuales son los diagnósticos de salud mental para los que está recibiendo tratamiento?: 
¿Sabe por cuanto tiempo va a recibir terapia?: 
 ¿Si lo sabe, cuanto tiempo?: 
¿Tiene síntomas físicos que acompañan su enfermedad mental? : 
¿Tiene otros problemas médicos?: 
¿Preferiría trabajar con un terapeuta de su misma raza? 
  
¿Buscaría un tratamiento monolingue en Inglés para su salud mental? 
 
¿Cómo puntuaría (en una escala del 1-10, con 1 siendo el peor y 10 el mejor) la calidad del servicio que 
ha recibido para el tratamiento de su salud mental? 
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Consent Script  
Consent Script (English): 
 My name is_________; I will be the moderator for this focus group.  By being a part of this 
session you will be participating in a research project designed to look at the barriers Hispanic American 
women overcome to seek treatment for depression and anxiety. The study hopes to identify perceived or 
experienced barriers to mental health services and understand how to deliver higher quality care to more 
women.   The results of this study will be used to create a survey that other studies can use to continue 
researching this.  Your participation in this study is greatly appreciated. 
 This discussion will take 90 minutes or less.  Your participation is voluntary and you may leave at 
any time.  Even if you do not wish to participate in this study, you may still continue treatment at your 
mental health clinic. The group session will be recorded so that we are sure that we understand and so that 
we get this information in your own words.  The investigator of this study will listen to this recorded 
discussion to translate it and analyze it. The information you provide in this session will be analyzed by 
the investigator of this study, but will otherwise be confidential.   
 The main risk of being involved in this study would be if the information that you share with us 
was not kept secret.  We will do everything we can to keep your data private.  The data will be kept in a 
locked office or supervised by a research team member at all times.  If this study is published, it will not 
contain information that could be used to identify you. 
 You will receive $25 to compensate you for your time and transportation costs.  Food will also be 
provided during the session.  We also ask that you complete a short written survey before the session 
starts.  Please let us know if you need any help with the survey.  You will be given a contact information 
sheet to take home with you, in case you have questions about the study after we have finished the 
discussion. This sheet will contain contact information for Shruti Nagaraj who is the principle investigator 
for this study, as well as her research advisor Dr. Roberto Blanco and the research review board at the 
University of North Carolina  
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During focus groups state the name of each person speaking as they begin and finish – i.e. 
“Thank you, Joe.  Ellen, what do you think?” Etc.). 
 The session is going to start at _______ and we will be finished at _______. 
 Before we start does anyone have any questions about the study or what I just said?  Again, if you 
do not want to participate any further in the study you may leave at any time.  If everyone is ready, I will 
start the recorder now (start recorder). 
Taped Statement (this statement should be read in Spanish): 
This survey is going to be used in a scientific investigation.  The purpose is to identify what obstacles you 
may have faced when deciding to seek treatment at a mental health specialty clinic. It will also guide 
program growth and identify any strategies for improving the quality of care at these institutions.  The 
results of this study will be used to increase the delivery of needed mental health services to area Latinas. 
The survey will last 90 minutes or less.  We are going to ask some questions about your experience with 
your treatment, and your answers will be recorded.  We will not ask anything that will identify you, and 
your responses will be permanently confidential.  Please remember that everything said during this 
discussion is confidential, and do not talk about the information shared today with others after you leave. 
After we record the conversation, we will enter your responses in the computer, but in the future no one 
will know who gave this information.  We will not contact you after this group discussion.  You may 
participate in the discussion as little or as much as you wish. You do not have to answer every question.  
If there is something you would like to say but not have taped, I can temporarily turn off the recorder.  Do 
you have any questions?  Please say yes if you understand the information I just gave you, have asked all 
the questions you have at this time, and voluntarily agree to participate in this research study. 
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Consent Script (Español): 
Me llamo______. Voy a ser el moderador de este grupo de estudio.  Como miembro de este 
grupo Usted participará en un estudio diseñado para examinar las barreras que experiencian las mujeres 
Latinas cuando buscan tratamiento para enfermedades de salud mental.  El estudio espera identificar las 
barreras percibidas o experimentadas  por dichas mujeres en los servicios de salud mental y entender 
como proveer un servicio de cuidado a la mujer de mayor calidad.  Los resultados de este estudio se 
usarán para crear una encuesta formal que pueden utilizar otros estudios para continuar la investigación 
sobre este tema. Le agradecemos mucho su participación en el estudio. 
Esta discusión tendrá una duración aproximada de 90 minutos.  Su participación es voluntaria y 
usted puede dejar de participar en cualquier momento.  Aún si Ud. no desea participar en este estudio, 
puede seguir recibiendo tratamiento en su clínica de salud mental. La discusión se va a grabar con el fin 
de entender todo lo que Usted dice y también para asegurar la información que tenemos son sus proprias 
palabras.  La investigadora escuchará la grabación para traducirla y analizarla. La información obtenida 
durante la sesión será analizada por la investigadora, pero de otro modo será privada.   
El riesgo principal de participar en este estudio es que la información que usted comparte con 
nosotros no sea guardada de forma confidencial.  La información se quedará en una oficina cerrada con 
llave o vigilado por un miembro del equipo de investigación.  Si el estudio está publicado, este no 
contendrá ningún tipo de información por la que usted pueda ser identificada.  
Usted recibirá $25 para compensarle por su tiempo y el costo de transporte. Habrá comida 
también durante esta sesión. También le pedimos que rellene una breve encuesta antes de que la sesión 
comience.  Por favor háganos saber si usted necesite ayuda con esta encuesta.  También le damos una 
hoja con información de contacto para llevar a casa en caso de que tenga preguntas después de esta 
discusión grabada.  Esta hoja contiene información de cómo comunicarse con Shruti Nagaraj, la directora 
de este estudio, su avisor Dr. Roberto Blanco, y el comité de estudios de investigacción de la Universidad 
de Carolina del Norte.  
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Durante el grupo de estudio use el nombre de cada persona cuando comience y termine – 
ejemplo: “Gracias, José. ¿Elena, que piensas tú? Etc.) 
Esta sesión va a comenzar a las ______ y va a terminar a las _________. 
Antes de empezar, ¿alguien tiene alguna pregunta acerca del estudio o de lo que acabo de decir?  
Déjeme decirle de nuevo que si usted no quiere participar o seguir participando en el estudio, usted puede 
retirarse en cualquier momento.  Si todos están listas, voy a comenzar la grabación ahora. (Comience la 
grabadora) 
Lea esto apenas comience le grabadora: 
Resumen Grabado: 
Esta encuesta se usará para un estudio de investigación.  El propósito es identificar cuales son los 
obstáculos que usted puede encontrar a la hora de buscar un tratamiento en una clínica de salud mental. 
Ello también permitirá un mayor desarrollo del programa e identificación de estrategías para la mejora de 
la calidad en el servicio de salud mental de estas instituciones. Los resultados de este estudio serán 
utilizados con el fin de aumentar la cobertura de las necesidades de los servicios de salud mental en las 
areas latinas.  La encuesta durara apróximadamente 90 minutos o menos. Le vamos a hacer algunas 
preguntas de su experiencia con su tratamiento y vamos a grabar las respuestas.  No le vamos a preguntar 
nada que la identifique y sus repuestas van a permanecer en el anónimato.  Por favor recuerde que todo lo 
que conversemos hoy durante esta discusión es confidencial, y no pueden hablar de la información 
compartida hoy con otros después de salir de aquí. Después de recordar la discusión, vamos a escribir sus 
respuestas en la computadora, pero en el futuro nadie podrá saber que persona dio esta información.  
Vamos a pedirle que diga su nombre solamente.  No vamos a contactar con Usted después de que haya 
terminado esta encuesta.  Usted puede participar en la manera que Ud. quiera.  Usted no tiene que 
contestar todas las preguntas. Si hay algo que quisiera decir pero no han grabado, temporalmente puedo 
apagar la grabadora.  ¿Tiene alguna pregunta?  Por favor, decir que sí si usted entiende la información que 
acabo de dar, ha pedido a todas las preguntas que tiene en este momento, y voluntariamente se 
compromete a participar en este estudio de investigación. 
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Focus Group Questions 
Focus Group Questions (English) 
1. Tell me what you think of when you hear the phrase “mental health” 
2. What are some of the barriers you faced when deciding to seek care for your depression or 
anxiety? 
3. What made you decide to go to your mental health clinic? How did you find out about it? 
(Optional, ask if topics do not come up) 
Did a friend invite you? Did someone recommend it?  
4. What is good about the care you receive? Can you think of a few ways it could be better? 
5. What would stop you from continuing your care? 
6. People come to a clinic for help with their symptoms (e.g. feelings, physical problems, problems 
with thinking or behaving).  What symptoms made you decide to come?   
7. Some of you may be feeling better and like you are gaining control over your feelings, how much 
control do you think you have over your mental illness and recovery? 
 (Optional, ask if topics do not come up) 
Does your body feel different? Are your emotions different? Do you act differently? 
Does your family tell you that you act differently? Do you handle certain situations 
differently? Which ones? 
8. What other places have you sought help? (generalist, family member, church, shaman, curandero, 
books, internet, etc.) 
9. Is there anything else you would like to say that we didn't cover about your experience with 
mental health? 
10. Is there anything else you would like to say that we didn't cover about your experience with 
treatment at your specialty Spanish-speaking mental health clinic? 
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Focus Group Questions (Spanish) 
 
1. Dígame lo que piensa cuando escucha la frase “salud mental”  
2. ¿Cuáles son algunas de las barreras que enfrentan al momento de decidir buscar ayuda para su 
depresión o ansiedad? 
3. ¿Por que decidió ir a la clinica de salud mental?  ¿De que forma se enteró sobre El Futuro?  
(Opcional, preguntar si no hay respuestas) 
 ¿Algún amigo le invitó? ¿Alguien se lo recomendió? 
4. ¿Que es lo que le gusta del cuidado que recibe? ¿Podría decirme diferentes formas que podrían 
mejorarlo? 
5. ¿Cual sería la razón por la que usted dejaría de ir? 
6. La gente viene a una clínica en busca de ayuda con sus síntomas (e.g. sentimientos, problemas 
físicos, problemas con el pensamiento o comportamiento) ¿Que síntomas le hicieron venir a 
usted? 
7. Algunos de ustedes pueden sentirse mejor y tener un mayor control sobre sus sentimientos. 
¿Cuanto control cree usted que tiene  sobre su enfermedad mental y su recuperación? 
(Opcional, preguntar si no hay respuestas) 
¿Siente que su cuerpo esta diferente? ¿Tiene diferentes emociones? ¿Actua de manera 
diferente? ¿Su familia le dice que esta actuando de una forma distinta? ¿Está manejando 
algunas situaciones de una forma distinta?  ¿Cuales situaciones? 
8.  ¿En que otros sitios ha buscado ayuda? (generalista/doctor de salud médico, miembros 
familiares, iglesia, shaman, curandero, libros, internet, etc.) 
9. ¿Le gustaría añadir algo que no haya sido comentado sobre su experiencia con la salud mental? 
10. ¿Le gustaría añadir algo que no haya sido comentado sobre su experiencia con el tratamiento en 
su clínica de salud mental? 
 
 
 
 
 
 
 
